Case report
. . The patient, a 61-year-old woman with systemic seropositive rheumatoid arthritis, had been treated for 12 years with oral corticosteroids but, in spite of this, pain and stiffness of her left hip secondary to progressive erosion of the acetabular floor continued. In February 1978 an upper Cl -+ C2 cervical fusion was required and she had a left long-stem Stanmore total hip arthroplasty in September 1978, with initial restoration of useful mobility and relief from pain. Prolonged debilitation following these procedures led to a sacral sore which was closed by a local transposition flap in October 1979. She was discharged 3 weeks~at er, walking i.ndo~rs only, with a frame. By Apn11980, pus again discharged from beneath the sacral flap which grew a profuse culture of Staphylococcus aureus, sensitive to flucloxacillin, At the end of July 1980, a second operation to close the sacral ulcer by rotation flap was attempted. By the middle of August, cellulitis and then a purulent discharge developed from the hip surgery scar; on culture this proved to ?e Figure I ). After only 2 weeks at home she was readmitted with increasing pain in the left hip, inability to walk and a 24-hour history of fresh bleeding (approximately 50 ml) from the left hip sinus. Operation was carried out on 22 October 1980. First an alternative arterial flow to the left leg was established via separate incisions to minimize contamination from the possibly infected aneurysm. Both common femoral arteries were exposed via groin incisions, a portion of saphenous vein was dissected from the right lower limb and a femoro-femoral crossover graft was '0 1981 The Royal Society of Medicine fashioned. The left common femoral artery was ligated just above the graft, thus maintaining a pressure gradient to maintain patency and flow.
The aneurysm was exposed through a left Rutherford-Morrison incision with ligation of the external iliac artery above so that pulsation in the aneurysm ceased.
The aneurysm was opened lateral to the femoral nerve; fresh blood and clot were evacuated and sent for culture (which proved to be sterile). Forming part of the inferior wall was the acetabular cup and bone cement complex which had protruded through the acetabular floor into the true pelvis. The cup and bone cement were extracted en bloc from within the pelvis; the abdominal incision was then packed and covered by sterile towelling. The patient was turned onto her right side and the Kocher incision over the hip reopened. The femoral prosthesis was dislocated by internal rotation of the left leg flexed at the knee. It was found to be firmly cemented and no frank pus was encountered. Stem and cement were extracted, resulting in a crack through the porotic upper shaft of the femur. Both wounds were irrigated with saline, corrugated drains inserted and closed in layers. Upper tibial pin traction with 5 Ib (2'25 kg) weight was applied to distract the upper femur from the deficient side wall of pelvis into which a flap of gluteus medius muscle had been turned. Prophylactic anticoagulation with 5000 iu subcutaneous heparin 8-hourly was continued for 12 days postoperatively. Four days after surgery she suffered an anterolateral myocardial infarct and a further ischaemic episode on 29 October. Her condition is steadily improving and by 12 weeks after the date of operation she was mobilizing with a frame.
Discussion
Serious arterial injury related to surgery of the hip joint is rare. Nachbur et al. (1979) reported an incidence of 0.25%. Most of these injuries result from direct trauma at the time of surgery and usually involve either the common femoral or circumflex femoral arteries which are closely related to the hip. Delayed injury to the external iliac artery is much rarer. Scullin et al. (1975) reported a case of false aneurysm of the external iliac artery occurring 16 months after total hip replacement in a patient who had previously received radiotherapy with resultant weakening of the acetabular floor. In this case, the arterial injury was not diagnosed until the prosthesis was removed for complicating sepsis following loosening of the acetabular cup. Dumanian & Kelikian (1969) reported injury to the distal external iliac and common femoral arteries presenting two years after pinning of a slipped femoral capital epiphysis: a pin was found to lie in the floor of the false aneurysm.
Our patient was in danger of vascular complication because of inadequate bony support to the acetabular cup allowing subsequent loosening and central migration. This might have been prevented by using a flanged cup or the Mueller acetabular roof reinforcement ring, the former being commonly required in cases of juvenile rheumatoid arthritis (Arden & Ansell 1978) .
The process was facilitated by the patient sutTering for over 12 years from nodular, erosive seropositive rheumatoid arthritis treated by steroids and resulting in generalized osteoporosis.
The condition was further complicated by her limited mobility, and development of an infected sacral pressure sore. Her limited demand on the hip may have delayed symptoms of inadequate fixation of the acetabular cup at initial surgery. Vascular injury was suggested by the fresh bleeding from her wound sinus and later by the pulsatile mass in the left iliac fossa. It is uncertain whether the vascular injury was due to repeated mechanical trauma from the cement protrusions around the cup or to pyogenic staphylococcal sepsis. We failed to culture organisms from within the aneurysm, presumably because of preoperative flucloxacillin antibiotic cover.
Injury to the external iliac artery is rare following hip surgery, but may occur when bone cement is present within the pelvis. This may occur if the acetabular floor has been broached by instrumentation at the time of surgery, or eroded by mechanical loosening facilitated by osteoporosis, steroids and sepsis, as in this case. This danger should be recognized, particularly if revision surgery is contemplated, and we feel that preoperative arteriography may be justified in such cases.
Clustering of hepatitis B virus infection and hepatocellular carcinoma in a family
Family clustering of primary hepatocellular carcinoma (HCC) is well recognized, although rare (Hagstrom & Baker 1968 , Kaplan & Cole 1965 . One possible reason for such clustering has become apparent since the advent of tests to detect circulating markers of hepatitis B virus infection, and this has been the common aetiological factor in three families studied (Denison et al. 1971 , Ohbayashi et al. 1972 , Johnson et al. 1978 . We report the results of screening a Chinese family following the death of one member who had been found to have HCC associated with hepatitis B surface antigenaemia. Four of 7 siblings were traced: one had died of HCC five years earlier, and evidence of past or present hepatitis B infection was found in the remaining 3, one of whom was also found to have HCC.
Case report
A 55-year-old Chinese shopkeeper (FT) was admitted to hospital with a two-month history of abdominal discomfort, distension, and loss of 141b (6.3 kg) in weight. There was no relevant past medical history, but his father had died in China and a brother in South Africa, both of liver disease. The patient was born in South Africa of Chinese parents and had been in the United Kingdom for ten years. 1Accepted II June 1981 2Present address: Royal Liverpool Hospital Liverpool L78XP
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